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T HAS LONG BEEN KNOWN '* that there were considerable differences in 
diagnostic rates generated by mental hospitals in America and Britain. 
However, Kramer? was the first to systematically calculate the rates of various 
psychiatric diagnostic categories for the two countries. He found that the fre- 
quency in England and Wales for schizophrenia was one third lower, and for 
manic-depressive illness nine times higher, than the rates in the United States. At 
this point the U.S.-U.K. Diagnostic Project® was designed to discover why such 
discrepancies existed. 

The main question posed by the U.S.-U.K. Study® had been: are the reported 
differences in the diagnostic percentages for mental hospitals in the United States 
and Great Britain brought about by actual symptomatologic differences in the 
patients admitted in the two areas, or can diagnostic differences between coun- 
tries be mainly responsible? The basic conclusion of this study was that the 
reported differences are largely, though not entirely, due to differences in diag- 
nostic criteria used in New York and London. 

Another study” indicated that the diagnostic criteria used in London did not 
differ appreciably from those applied in other English centers. However, it seemed 
that the broad New York concept of schizophrenia did not extend to Illinois or 
California,’ nor did it reach North Carolina.” There appeared to be a gradient 
across the United States from east to west, though in California the prevailing 
concept of schizophrenia was considerably wider than that used in Great Britain." 


BACKGROUND AND PURPOSE OF THE PRESENT PAPER 


During Kurt Schneider’s influential Heidelberg period (1945-1955), H.-H. 
Meyer'” was his close associate, accompanying him on rounds. Thus, it was possi- 
ble for Meyer to observe Schneider’s diagnostic habits in actual practice. In 1948, 
Meyer was also named second in charge of the Heidelberg clinic. After taking 
over the chair at the University Nervenklinik in Homburg/Saar in the late 1950s, 
Meyer insisted that diagnoses be made according to orthodox Schneiderian cri- 
teria. The diagnoses of the residents were constantly checked by Meyer and his 
associates; then at a discharge conference the final diagnoses were again dis- 
cussed. 

In a recent study!’ the actual percentage values for total admissions of various 
categories of functional mental illness in the Heidelberg clinic under Schneider 
and the Homburg/Saar center under Meyer were rather similar. The significant 
differences that were found in this comparison were probably due to the very large 
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number of subjects involved in both clinics. It may perhaps be justly assumed that 
the diagnostic rates in the Homburg/Saar clinic were Schneider-typical and 
represented the final development and present-day status of strongly Schneider- 
oriented diagnostic views in Germany. Some of the rates for total admissions 
found were, for example: (1) schizophrenia— Heidelberg, 36.6%, Homburg/Saar, 
32.3%, (2) psychotic depression— Heidelberg, 27.0%; Homburg/Saar, 22.8%, (3) 
mania— Heidelberg, 0.5%; Homburg/Saar, 1.4%, (4) the grouping total neuroses 
and personality disorders— Heidelberg, 36.0%; Homburg/Saar, 43.0%, and so on. 
In addition, not only the diagnostic criteria but also the slightly modified 
Wuerzburg diagnostic classification’? of German psychiatry had been the same in 
Heidelberg and in Homburg /Saar. 

The purpose of this report, then, is to determine if there would be consistency or 
inconsistency of diagnostic frequencies when the routine hospital diagnostic rates 
in the strongly Schneider-oriented Homburg/Saar center were compared with (1) 
the routine hospital diagnostic rates in New York and London,” and (2) the 
“project” diagnostic rates in the same cities.° Admittedly, of the three ways in 
which diagnostic reliability or consistency can be viewed, '* the present attempt to 
determine possible similarity or dissimilarity of diagnostic frequencies for various 
comparable samples has many inherent limitations. Nevertheless, the effort 
seemed worthwhile, especially in light of the great interest shown in recent years 
by Anglo-American researchers in various aspects of Kurt Schneider’s 
views on psychopathology,'* mostly in his first rank symptoms of schizophre- 
nia. 1°72 


MATERIALS AND METHODS 


There were 15,823 total admissions of all types of psychiatric illness to the Homburg/Saar clinic 
during the years 1962-1972, and 7770 of these were total consecutive admissions of functional mental 
illness.’ Since the diagnostic rates for New York and London were based on a consecutive series of 
first and readmissions,° the total admission figure was also used for Homburg/Saar. Furthermore, in 
the U.S.-U.K. Study,® only patients whose adult age ranged from 20 to 59 years were included. Thus, 
the total admission rate for functional mental illness in Homburg/Saar was reduced to 7289. 

As is evident from the above mentioned figures, a large and important segment of psychiatric ad- 
missions in Homburg/Saar was represented by patients with organic psychoses, alcoholism, drug de- 
pendence, and the like. Since major differences were found for alcoholism between New York and 
London, we decided to follow the suggestion mentioned in the U.S.-U.K. Study,° that is, to eliminate 
all patients with alcoholism, drug dependence, and organic psychoses, and then calculate what the 
diagnostic rates of the remaining categories of functional mental illness might be. 

Table 33° as listed in the U.S.-U.K. Study was recalculated so that the rate for hospital diagnoses of 
only functional mental illness in New York was 138 and in London, 145. The same was done with Table 
34,° so that the rate for functional mental illness arrived at by the “‘project’’ diagnosticians was 129 and 
141 for New York and London, respectively. The categories of involutional melancholia, manic- 
depressive psychosis of the depressed type, reactive depressive psychosis, and affective psychosis of an 
unspecified type as listed in Table 34 were all summed up to constitute the global category of psychotic 
depression. Also, the one case of reactive excitation found under affective illness in Table 34 was 
counted among the manic cases in London. 

The statistical test used for determining significant diagnostic differences between the three centers 
was the critical ratio.?! 


RESULTS 


Table | shows the diagnostic breakdown of routine hospital total admissions of 
functional mental illness in New York, London, and in a strongly Kurt Schneider- 
oriented German center (Homburg/Saar). There were significant differences 
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Table 1. “Hospital” Diagnoses of Total Admissions for Functional Mental Iliness in New York, London, 
and a Schneider-Griented German Clinic (Homburg/Saar) 


New York London Homburg/Saar PValues. 
Diagnosis N= 138 N=145 N =7289 hl tl WH 
Schizophrenia 85.5% 40.7% 34.4% 0.01 0.01 NS 
Manic-depressive illness 7.2 37.2 25.3 0.01 0.01 0.01 
Psychotic depression 6.5 29.0 24.0 0.01 0.01 NS 
Mania 0.7 8.3 13 0.05 NS 0.01 
Depressive neuroses 2.2 96 14.1 0.01 0.01 NS 
Total affective illness 10.1 46.9 39.5 0.01 0.01 NS 
Other neuroses excluding 
depressive types 3.6 69 47 NS NS NS 
Total neuroses 58 16.5 18.8 0.05 0.01 NS 
Personality disorders 1.4 5.5 21.4 NS 0.01 001 
Total neuroses and personality 
disorders 7.2 22.0 40.2 0.01 0.01 0.01 


NS, not significant. 
*The critical ratio was used as the statistical test for significance of differences. 


found in diagnostic rates for schizophrenia when New York (85.5%) was com- 
pared with either London (40.7%) or with Homburg/Saar (34.4%). Once again, 
there were significant differences seen when the diagnostic frequency of psychotic 
depression for New York (7.2%) was compared with either the rate for London 
(29.0%) or that for Homburg/Saar (24.0%). However, when London and 
Homburg/Saar were compared with one another, no statistically significant in- 
consistency was in evidence with respect to the diagnostic rates for schizophrenia 
or psychotic depression. Of further interest is the fact that a comparison of the 
frequencies for mania between New York (0.7%) and Homburg/Saar (1.3%) 
showed no significant difference, whereas there were significant differences ap- 
parent when either of these centers was compared with the diagnostic rate for 
mania in London (8.3%). Comparisons between clinics for the diagnostic rates of 
depressive neurosis and total affective illness indicated that they were diagnosed 
significantly more often in London and Homburg/Saar than in New York, there 
being no significant inconsistency for these categories when London and 
Homburg/Saar were compared. 

In Table 2, a breakdown of “project”? diagnoses for total admissions of func- 
tional mental illness in New York and London is given. Also, routine total ad- 
mission diagnoses for such illness in Homburg/Saar are listed exactly as found in 
Table |. There were no significant differences to be seen in all three comparisons 
for schizophrenia between New York (43.4%), London (40.9%) and 
Homburg/Saar (34.4%). Similar consistency of diagnostic rates for psychotic 
depression was also in evidence (New York, 29.4%; London, 26.1%: 
Homburg/Saar, 24.0%). Interestingly enough, there was now no significant 
difference found in the mania frequencies between New York (8.5%) and London 
(8.0%). However, there was significant inconsistency for mania rates when these 
two centers were compared with Homburg/Saar (1.3%). The findings for 
depressive neuroses showed significant differences only in the comparison between 
New York and London and those for total affective illness only when London and 
Homburg/Saar were compared. 
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Table 2. ‘Project’ Diagnoses of Total Admissions of Functional Mental illness in 
New York and London, and “Hospital” Diagnoses for Similar lilnesses 
in a Schneider-Oriented German Clinic (Homberg/Saar} 


New York London Homburg/Saar Evales: 
Diagnosis N=129 N =141 N =7289 Pal ql HH 

Schizophrenia 43.4% 40.9% 34.4% NS NS NS 
Manic-depressive illness 38.0 34.2 25.3 NS 0.01 0.05 
Psychotic depression 29.4 26.1 24.0 NS NS NS 
Mania 8.5 8.0 1.3 NS 0.01 0.01 
Depressive neuroses 10.0 16.8 14.1 0.05 NS NS 
Total affective illness 48.0 51.0 39.5 NS NS 0.05 
Other neuroses excluding 

depressive types 2.3 4.7 4.7 NS NS NS 
Total neuroses 12.4 21.5 18.2 NS NS NS 
Personality disorders 6.5 3.3 21.4 NS 0.01 0.01 
Total neuroses and personality 

disorders 18.6 24.8 40.2 NS 0.01 0.01 


NS, not significant. 
*The critical ratio was used as the statistical test for significance of differences. 


The significant inconsistency in all three comparisons of manic-depressive ill- 
ness in Table | can probably be attributed to the low rates found for psychotic 
depression and mania in New York, as well as the low rate for mania in 
Homburg/Saar. In Table 2, the low rate for mania in Homburg/Saar most likely 
accounts for the fact that there are significant differences when the finding for 
manic-depressive illness in this center is compared with either New York or 
London. 

The rates for the four categories of other neuroses, total neuroses, personality 
disorders, and the grouping of total neuroses and personality disorders are ap- 
parent from Tables | and 2. Of special interest was the fact that in Table 2 the two 
categories of total neuroses and other neuroses show no significant differences in 
all three comparisons between centers, and that for the category personality 
disorders as well as for the grouping total neuroses and personality disorders, the 
diagnostic rates in Homburg/Saar were significantly much higher, there being no 
inconsistency in the comparisons between London and New York. 


DISCUSSION 


Kendell, Pichot, and von Cranach,” reporting the results of videotaped inter- 
views shown to English (London), German (Munich), and French (Paris) psychia- 
trists, found that the English and Germans had much the same global concepts of 
schizophrenia, neurotic disturbances, and personality disorders. However, in the 
realm of affective illness, the English had broader concepts than did the Germans 
for total manic-depressive psychosis, mania, and depressive neuroses, there being 
statistically significant differences in evidence. Furthermore, when all depressive 
psychoses were compared, although the British psychiatrists had a somewhat 
wider concept than the Germans, no significant difference was found. These 
results were based on the total number of psychiatric illnesses including al- 
coholism and organic psychoses. Since these latter categories showed no signif- 
icant differences between London and Munich, the conclusions made by Kendell 
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and coworkers regarding functional mental illness can be usefully compared with 
the results of the present study, which considers only functional psychiatric 
disorder. 

The figures in Tables | and 2 appear to indicate that Schneider-oriented 
German clinicians have a narrower concept of schizophrenia and wider concepts 
of psychotic depression and depressive neurosis, as do English psychiatrists, espe- 
cially when contrasted with the concepts found in New York. The Schneiderians 
in Germany also seem to share the concept of total affective illness, as diagnosed 
routinely in Great Britain, although the “project”’ diagnostic rate for this category 
indicated a much broader concept for the British. Most important was the fact 
that the German clinicians in Homburg/Saar probably subscribe to the narrow 
concept of mania as used in the New York area. However, the English had a 
broader concept of total manic-depressive illness than did the Schneider-oriented 
psychiatrists in Homburg/Saar, and a radically wider concept when compared 
with New York. Furthermore, the very wide concepts of personality disorders and 
of total neuroses and personality disorders evident in Homburg/Saar might indi- 
cate that these are the “rag-bag” categories for Schneiderian clinicians in 
Germany, just as patients with nondescript symptoms in New York tend to be 
diagnosed as schizophrenics, and many poorly defined illnesses are allocated to 
the affective rubric in England.** 

The present study buttresses the most important observations of Kendell et 
al.”” Only two deviations from their findings were found: that the English and the 
German Schneiderians seem to share the same concept of depressive neurosis, 
and that they do not appear to share the same concept of personality disorder. 
Thus, the basic differences between Schneider-oriented German clinicians and 
English psychiatrists seem to boil down to their varying concepts of mania and 
psychopathy. This is of interest since it had been pointed out” that the results of 
the comparison between London and Munich could only be indicative of national 
differences if the psychiatrists in Munich were typical of Germany as a whole. 
Indeed, the present findings might be important because there is as yet very little 
new factual information about the extent of variation for functional mental illness 
from center to center in Germany. That such variation actually exists is 
suspected, for despite the great general impact of Kraepelin,” there have been a 
number of influential German-speaking psychiatric schools, some having a wider 
concept of schizophrenia and a narrower concept of affective illness (e.g., Bleuler*! 
or Kurt Schneider''), others tending in the opposite direction (e.g. the Kleist- 
Leonhard school” or Burger-Prinz”*). 

Many psychiatrists assume that Kurt Schneider had a very narrow concept of 
schizophrenia because of the attention he gave to first rank symptoms." It is true, 
of course, that first rank symptoms can be considered the ‘“‘core’’ symptoms of 
schizophrenia, either for research purposes” or in the sense that they are also 
probably most reliably elicited at the bedside in routine clinical work. However, 
even in Schneider-oriented German centers, most diagnoses of schizophrenia, 
probably more than half the total.** are made by so-called second rank symptoms 
and/or abnormalities of behavior that include Bleuler’s fundamental symptoms.”! 
Thus, boundary problems® of no little magnitude are created for Schneiderians 
with respect to their concept of schizophrenic illness. 

In general, it would be fair to state that the Schneiderian concept of 
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schizophrenia is almost as wide as the Bleulerian concept. Schneider, and also the 
older Heidelberg school associated with Mayer-Gross, accepted Bleuler’s widen- 
ing of Kraepelin’s dementia praecox.”® However, according to Gruhle,*” in actual 
clinical practice the Bleulerian concept as used in Switzerland was still much 
wider. That the clinicians in the New York area apparently broadened the Bleule- 
rian concept of schizophrenia even further is most likely due to the fact that many 
of the ideas that have been of major importance in enlarging the American con- 
cept have originated in Zurich.* On the other hand, Mayer-Gross’s influence on 
present-day British psychiatry*’ might account for the rather similar English and 
Schneider-oriented German concepts of schizophrenia. 

At first glance, Schneider’s widening of Kraepelin’s?? dementia praecox appears 
to have occurred at the expense of the Kraepelinean concepts of psychotic 
depression and mania. However, although Schneider particularly stressed the 
vital disturbances in diagnosing psychotic depression,'* his total concept of 
depression, including both the neurotic and the psychotic, does not seem to have 
been narrowed all that much in actual routine practice, for the present study indi- 
cates that Schneiderian views on depression are still rather similar to the cor- 
responding British concepts. Although Schneider realized the diagnostic difficul- 
ties in trying to distinguish mania from acute schizophrenia,’ in clinical practice 
he radically narrowed the Kraepelinean concept of manic illness. **** The English, 
on the other hand, seem to have retained a wider concept of mania and, indeed, 
some American Neo-Kraepelineans, for example the St. Louis, Iowa, and Taylor 
Groups,**—** appear at present to use the broadest concept of mania; these views 
are probably closest in keeping to Kraepelin’s”* ideas on the subject. 

It has been pointed out®**° that American psychiatrists have become much 
readier to diagnose mania in recent years since the introduction of lithium as a 
specific treatment for mania. In contrast, in most German centers, and particu- 
larly in Schneider-oriented German clinics, there does not seem to be the same 
degree of enthusiasm for treating hypomania or acute mania with lithium. This is 
most likely due to the Schneiderian concept of mania that makes such a diagnosis 
a relatively infrequent occurrence, since the manic symptomatology in these 
centers usually must show a very close correspondence to a narrow diagnostic 
stereotype of mania. 

Leonhard,*! who is the most orthodox Kraepelinean in Germany today with 
respect to the course of schizophrenia and affective psychoses, summed up the 
situation in these words: “The boundary problem between manic-depressive ill- 
ness and schizophrenia would be no problem if one accepted Kurt Schneider’s 
point of view. For Schneider, manic-depressive illness is circumscribed by a nar- 
row range of symptomatology and everything which doesn’t fit this stereotype is 
called schizophrenia, no matter what the further course or eventual outcome 
might be.” At any rate, the present study appears to indicate that in actual clinical 
practice it is the Schneiderian concept of mania that is, indeed, extremely narrow. 
To clarify some of the issues raised on this point, a study of Schneider-oriented 
mania is presently being carried out. 
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